partners, 'safe sex' for male homosexuals, the general use of condoms and so on. On a more sophisticated level, the behavioural sciences are being introduced into discussions ofthe possibility of modifying human sexual behaviour. These ideas are not new. In 1976 Sir Henry Yellowlees, then Chief Medical Officer to the Department of Health and Social Security, introducing an Anglo-American Conference on STD organized by the RSM, hoped for 'epidemiological studies to investigate social and behavioural factors involved in the assessment of STD. We need to know the patterns of behaviour in high-risk groups, and what the attitudes to the problems are within these groups, and whether these can be altered'8. Twelve years later, the need is the same, and the urgency greater. Public awareness of the consequences of infection can change sexual behaviour. This has been seen in the declining current levels of syphilis and gonorrhoea in homosexual men9"l0, and is probably the reason for the decreased incidence of acute salpingitis in Sweden observed during the last decade". It is possible to see some light through the encircling gloom. 
J D Oriel M A Waugh

Ultrasound does not diagnose ureteric obstruction
There is a vogue for using ultrasound imaging to diagnose obstruction in the urinary tract. This is based upon the supposition that dilatation of the pelvicalyceal system is equivalent to obstruction as stated by O'Connor in 19551. It is however known that dilated ureters and pelvicalyceal systems are not necessarily obstructed2. It has been stated that 'the diagnosis of an acutely obstructed kidney in pregnancy depends largely on the history and the findings on abdominal ultrasound examination'3. Ultrasound may not contribute as much to the diagnosis as the authors suppose. The amount of dilatation that occurs in patients with acute obstruction is 'disappointingly small'4 and acute renal failure due to high grade obstruction can occur with minimal or no dilatation of the pelvicalyceal system5. A separate entity of acute on chronic obstruction has been distinguished on this basis supposing that acute obstruction shows no more dilatation than would be produced by properly applied compression6. This view receives support from a comparison of urography and ultrasound in renal colic in which it was shown that not all obstructing stones produced dilatation of the pelvicalyceal system detectable by ultrasound and only 25% of stones were positively identified7. In 7 of 17 (41%) patients studied by Laing et aL8 no dilatation could be detected and in only one was the dilatation on ultrasound more than mild, only two calculi were diagnosed by ultrasound and 14 by urography. Laing et al.9 conclude excretion urography is the examination of choice for diagnosing acute ureteric obstruction.
It may be particularly important not to use ultrasound to diagnose acute obstruction because of the problem of falsely diagnosing dilatation which is not apparent on urography (25% false positives in one series10). This has been attributed to differing degrees of hydration" emphasizing the need to perform urography as well as ultrasound in these cases'2.
It has been known for many years that there is a physiological dilatation of the pelvicalyceal systems and ureter in pregnancy and Cietak et aL'3 have shown that this can be detected and measured by ultrasound and that it is asymmetrical with considerable variation in size.
The acutely obstructed kidney in pregnancy often presents with loin pain and may occur in up to 0.35% of pregnancies'4; if the significance of loin pain in pregnancy is not appreciated this may be the cause of major morbidity'5. In the past urography was considered necessary to investigate renal colic in pregnancy despite the risks of irradiation'3"16, its value being that it shows the dense nephrogram of high pressur acute obstruction'7.
Since ultrasound does not detect calculi in the renal tract very well, dilatation of an unknown degree already exists, and acute high pressure obstruction does not show dilatation, ultrasound can make no contribution to the diagnosis of obstruction in pregnancy however careful the interpretation.
If ultrasound cannot diagnose obstruction in an already dilated urinary tract, do we still need to recommend urography? An alternative strategy would be to puncture the pelvicalyceal system and measure the pressure directly.
Percutaneous puncture ofthe pelvicalyceal system allows measurement of the pressure, as well as the collection of a sample of urine for microscopy and bacteriology. Antegrade pyelography can be carried out which should show the point of obstruction or free flow into the bladder. Now that more radiologists are competent at puncturing undilated pelvicalyceal systems, a direct test to detect acute obstruction is possible without having to rely on the indirect signs provided by excretion urography.
These indirect signs of an increasingly dense and/or a striated nephrogram, allow the recognition of acute obstruction with any degree of dilatation of the pelvicalyceal system. On this basis obstruction can be classified'8 into acute obstruction with no dilatation of the pelvicalyceal system; post acute obstruction with an undilated pelvicalyceal system and a normal or prolonged faint nephrogram; acute on chronic obstruction with dilatation of pelvicalyceal system and a dense nephrogram; and chronic obstruction where the intrapelvic pressure is not raised and the pelvicalyceal system is usually dilated. It is important to understand that the amount of dilatation of the pelvicalyceal system has no relation to the degree of present obstruction and that it is not possible to argue because a pelvicalyceal system is more dilated, that it is therefore more obstructed. This is particularly important in pregnancy, where if one wishes to avoid irradiation, the only alternative if a diagnosis of acute obstruction is to be made is puncture of the pelvicalyceal system with direct measurement of the intrapelvic pressure, which can be done with a simple water manometer.
If a test is to be used to confirm a clinical diagnosis it is important that it provides additional information.
In acute obstruction or when the pelvicalyceal systems are already known to be dilated, ultrasound adds no extra information, and so does not contribute to the diagnosis.
P Davies
Consultant Radiologist The City Hospital Nottingham
Kallmann's syndrome The first description of a patient who had both hypogonadism and anosmia was made by the Spanish Pathologist, Maestre de San Juan in 18561, and the first report of a possible syndrome associating these two conditions was made by Weidenreich in 19142. However, it was Kallmann et aL in 19443 who first suggested a genetic aetiology in his description ofthe condition among the kindred of 3 different families. The hypogonadotrophic cause of hypogonadism was later described by Nawakowski and Lenz in 19594.
Since Kallmann's suggestion of a genetic aetiology, evidence has been provided for both autosomal5,6 and x-linked7'8 inheritance of the condition. The most extensive study on 23 patients with both anosmia and hypogonadotrophic hypogonadism was reported by Lieblich et al. in 19829, who demonstrated a considerable heterogeneity in associated clinical and endocrine manifestations which could be interpreted either as a result of variable expression of a single gene for these two conditions or, more likely, to genetic heterogeneity. In this issue of the Journal, Turnbull et aL (p. 354) described yet one more clinical condition which they have diagnosed in a patient with Kallmann's syndromeulcerative
